Amaç: Epilepsi hastalarının ruhsal durumu birçok çalışmada değerlendirilmiştir. Epilepsi hastalarında psikiyatrik eştanılar sıktır. Bu çalışmanın amacı konversiyon bozukluğu olan kadın hastaların, epilepsi hastalarının sağlıklı kontrollerle psikopatolojik özellikler açısından karşılaştırılmasıdır.
Introduction
Conversion Disorder (CD); is characterized by pseudoneurological symptoms involving motor or sensory symptoms or loss of consciousness. [1] It is accepted as a process whereby intrapsychic distress is converted into physical neurological symptoms. [2] It is defined in DSM-IV as symptoms and deficits that affect voluntary motor or sensory functions that are not intentionally produced. It is judged to be caused by psychological factors because it is preceded by stressors. [3] It has been reported that lower than 20% of patients with epilepsy have pseudoseizures which are classified as CD in DSM-IV. [4] [5] [6] Psychiatric comorbidities are relatively frequent in patients with epilepsy. Available data strongly support an increased risk for psychiatric comorbidity in patients with epilepsy, indicating that it occurs in 20-40% of this population and even more frequently in patients with refractory seizures. [7] Depressive and anxiety disorders account for the majority of the psychiatric disorders. [8] The lifetime prevalence rates of major depressive disorders (MDDs) in 17.4% (10.0-24.9) of patients with epilepsy compared to 10.7% (10.2-11.2) of controls in Canadian population-based study (8) . Also comorbid depressive and anxiety disorders interfere with the treatment of the seizure disorder by worsening the tolerance to antiepileptic treatments. [9] Psychiatric comorbidity impact on quality of life of epilepsy, so recognition, then appropriate diagnosis and treatment is important for the well-being of patients with epilepsy.
Recognition of the past and current comorbid psychiatric disorders needs to be incorporated into the evaluation of patients with epilepsy. The current formal criteria commit to a model that assumes CD is distinguishable from (organic) neurological disorders. However, there are significant problems with these assumptions both in theory and in practice. For the aim of understanding the factors that may help the differential diagnosis in clinical practice between CD and epilepsy, then compared psychopathological features of patients with CD, epilepsy and healthy controls and hypothesized whether some psychological factors can be a distinguishing between the three of them.
Materials and Methods

Study center and case ascertainment
Patients with CD and epilepsy were recruited from the outpatient clinics of Psychiatry and Neurology Departments respectively at Faculty of Medicine of Karadeniz Technical University. Female patients aged between 18-45 years old with a diagnosis of CD with seizures or convulsions subtype according to DSM-IV were included. Female epileptic patients being followed up for at least 3 years with idiopathic generalized epilepsy diagnosed according to ILAE 1981 classification were also included in this study. Control group were selected among female relatives and neighbors of hospital staffs with similar age and educational level with the patient group. The control group was composed of 31 healthy females without any history of neurological or psychiatric disorders. The sample of the study were composed of only females for the aim of recruiting information specific to female gender. Informed consent of the participants was obtained after full explanations about study and the procedures. Cross sectional data was collected in this study. Approval for the study was obtained from the Karadeniz Technical University Local Ethics Committee of Medical School. In this study, Helsinki protocols were followed and all participants gave written informed consent. Furthermore, any cognitive disturbance that impairs understanding informed consent like dementia, delirium or any history of head trauma and epileptic patients who also have pseudoseizures were considered as exclusion criterias.
Instruments and procedure
Socio-demographic and clinical information form:
In consideration of the aims of this study, the researchers developed this form, which collected data on age, marital status, level of education, occupational status, date of given diagnosis, duration of illness, present medications of the patients.
Brief Symptom Inventory (BSI):
Brief Symptom Inventory is a 53-item, self-report symptom inventory which is used extensively to assess global psychological distress by the individual's score on a global severity index. It is designed to reflect the psychological systems of psychiatric, medical, and normal individuals. It is a brief form of the SCL-90 and is designed to provide a multidimensional symptom measurement in about 10 minutes. The global severity index for each subject is obtained by averaging the 53 symptom ratings. The measure has nine specific subscales (somatization, obsessive-compulsive, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, hostility, paranoid ideation, psychoticism). The Brief Symptom Inventory was adapted to Turkish by Hisli-Şahin and Durak. [10] These symptom subscales do not correspond to psychiatric diagnosis.
Somatosensory Amplification Scale (SSAS):
This scale ques-a month. Fourteen out of 32 patients (43.8%) with CD had also the diagnosis of major depression.
There were significant differences between the three patient groups in all scores. CD patients had the highest scores and control patients had the lowest scores in all parameters. Two-by-two comparisons showed that somatization (SOM), obsessive compulsive traits (OC), interpersonal sensitivity (IS), depression (DEP), anxiety (ANX), hostility (HOS), phobic anxiety (PHB), paranoid ideation (PAR), psychoticism (PSY), additional items (AI), severity of illness index (SII), global severity index (GSI) and symptom distress index (SDI) scores were significantly higher in CD group than the epilepsy and the control group. A similarly significant difference also, existed between the epilepsy and the control group. Subgroups of epilepsy patients with and without ongoing seizures were compared in means of BSI subscores. The SOM and ANX subscores were significantly higher in patients with ongoing seizures (p= 0.002 for each subscore). Although somatosensory amplification (SSAS) scores were higher in CD group than the epilepsy and control groups and in epilepsy group than the control group, this difference was only significant between the CD and control group (p=0.004). Mean values and standard deviations of all scores and comparisons between the groups are shown in Table 2 .
Discussion
Several psychiatric disorders have been shown to have increased prevalence in patients with epilepsy compared to the general population. Gaitatzis et al reported that mood disorders are the most common one (24-74%), particularly depression (30%), followed by anxiety disorders (10-25%), tions whether the individual amplifies normal somatic sensations. It is a self assessing, Likert-type scale which is rated between 1-5 and includes 10 items. Total point is evaluated as the point of amplification. It was developed by Barsky and colleagues (1988) in order to explain somatization. [11] Turkish study on validity and reliability was performed by Sayar and colleagues. [12] Statistical analysis Statistical analysis was performed using SPSS for Windows version 15. The descriptive statistics were calculated as mean, standard deviation and percentages. After evaluation of the assumption of the normal distribution KruskalWallis analysis was used for comparison of nonparametric variables among the groups and two-by-two comparisons were made using the Mann-Whitney U test. ANOVA was used for the comparison of parametric variables. Statistical significance was set at a p value of 0.05.
Results
Patients with CD consisted of 32 females (aged 16-68; mean age 27.7±11.5), patients with epilepsy consisted of 30 females (aged 17-60; mean age 28.2±10.4) and the control group of 31 females (aged 15-70; mean age 28.4±12.3). There were no significant differences in age, education duration, marital status or occupation between the groups (p=0.97, p=0.43, p=0.72 and p=0.46, respectively). Demographic features of the study population are shown in Table 1 . All patients in the epilepsy group had idiopathic generalized epilepsy and were taking antiepileptic drugs. Twelve patients (40%) were seizure free, 11 patients (36.7%) had seizures once a year and 7 patients (23.3%) had once psychoses (2-7%) and personality disorders (1-2%). Also they added that adequate recognition and treatment of psychiatric conditions in epilepsy is essential for patient management because of their considerable burden in morbidity and quality of life. [13] There are few population-based studies evaluating the prevalence of psychiatric conditions in people with epilepsy. Most of the studies included selected groups such as patients with refractory seizures; or, in most of the studies psychopatologies were evaluated as diseases diagnosed according to diagnostic criterias. In this study, psychopathological symptom dimensions were compared between patients with CD, with epilepsy and the healthy controls. Our sample of the patients with epilepsy had good seizure control. Most of the psychopathological symptoms including somatization, interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, psychoticism, global severity index, severity of illness index and positive symptom total were highest in CD and lowest in healthy control, the epileptic patients were in between. Similar results were obtained in a study indicating general psychopatological symptoms higher in patients with pseuduseizure. But depression, obsessions and anxiety were dominating symptoms both in patients with epilepsy and pseudoseiures. [14] The psychiatric comorbidity among patients with epilepsy was reported to be related with chronicity and severity of epilepsy, also the prevelance is higher in patients with refractory epilepsy and seen at tertiary care centers. [13] Higher scores in psychological items in patients with epilepsy were consistent with the psychiatric comorbidities. [13, 14] Even most of the patients with epilepsy were seizure free, or had a single seizure per year, they had more severe psychopathological symptoms than the healthy control. The burden of psychopatologies present in patients with epilepsy may indicate that the mental state of patients with epilepsy was affected by factors other than the epileptic seizures which might be elucidated in further studies.
Somatosensory amplification is another psychological item compared between the three groups. Somatosensory amplification is defined by Barsky et al. as tendency to experience somatic sensation as intense, noxious, and disturbing. [11] Patients with somatic amplification has a tendency to experience somatic sensation as intense, noxious and disturbing. Somatosensory amplification of benign bodily sensations may not be a unique correlate of hypochondriasis since it presents prominently in hypochondriasis. Some studies also suggest that amplification may be related to the more general process of somatization. [15] [16] [17] [18] In a study where the patients with CD were clustered according to psychological items, the group including patients with CD had significantly higher somatization than the patients with epilepsy. [19] In our study; although somatization is significantly different in all three sample groups, somatic amplification did not reveal such a difference. Although Barsky et al. also reported that the somatic amplification is a central predisposing factor in somatization and hypochondriazis; [16, 17] our results suggest a discrepancy between the presence of somatization and the severity of somatic amplification in patients with epilepsy.
It has been found that amplification of benign bodily sensations occurs prominently in hypochondriacal patients. However, it may not be a unique correlate of hypochondriasis, because some studies also suggest that amplification may be related to the more general process of somatization. [8] There are some limitations of this study. The study sample included patients from tertiary clinics' patient population, which is considered as a reference setting for most of the diseases. Also the sample was composed of epileptic patients with good seizure control. So the results are not applicable to the whole patient population. This study is cross-sectional study, hence it is impossible to determine direct relation between the psychological factors and the diseases.
In conclusion, the psychiatric burden in epileptic patients with good seizure control was proved to be less than in patients with CD but, more than in healthy controls. This result must be challanged in further studies including patients with different epileptic syndromes of variable severity as compared with CD and healthy controls.
